nmuch more than this-£2,800 approximately. For the next six years much good work was done by the local doctors in this unit. We helped each other by giving anesthetics as well as talking over any problems which presented. I think the standard of midwifery improved because our work, good or bad, could not be hidden and it was comforting to have the help and advice of a colleague when one felt worried.
At this time about 75 per cent. of my cases were confined in this unit and the provision of hospital maternity beds had altered considerably the proportion of home confinements. Whilst the facilities offered were a great improvement, there was still the problem of the patient requiring consultant help. All that could be done was to send her to the Royal Maternity Hospital or ask for the visit of a consultant from Belfast.
The next development was the appointment of a consultant obstetrician just after the completion of a new maternity ward. This was a Civil Defence dualpurpose building and its use as a maternity ward was certainly far from ideal, but more has been made out of the structure than could have been foreseen. There are in this unit twenty-two beds available for the patients of general practitioners.
The present arrangement provides the unusual experience of fifteen general practitioners working in harmony with each other and with their consultant. That this system works well is due, by and large, to three factors: -the generous co-operation coming from the consultant obstetrician, the keenness of the family doctor to do hospital midwifery and not lose touch with his patient and the desire of the patient to have, wherever possible, the services of her family doctor at her confinement.
There are certain difficulties but they are mainly due to the nature of the dual-purpose building. By this I mean that cases which have been handed over to the consultant lie cheek to jowl with those of the general practioner patients. There is also the problem of treatment of ante-natal cases in the ward. To avoid confusion, all such cases admitted are placed under the care of the obstetrician. Provided labour progresses satisfactorily, the general practitioner conducts the labour and delivery, always bearing in mind the fact that this type of case is more likely to have complications in labour requiring help from the consultant.
As a result of this experience over the past three vears, I think that the ideal accommodation in a provincial town of the size of Larne (now 16,000 population) where general practitioners attend their own cases, should consist of a small specialized section for the consultant and a larger separate wing or floor for the general practitioners. This system, or something like it, should enable the family doctor to maintain or improve his standard of work, knowing that the friendly help and advice of the consultant were readily available.
POST-GRADUATE TRAINING IN OBSTETRICS.
I think the majority of confinements will take place in hospital in futureindeed some long-term hospital planning has already anticipated this. This being so, and assuming that the family doctor will conduct more cases in hospital than in the home, a period of resident post-graduate experience will be essential. There are two main reasons for this:- It has been said that the achievement of this diploma creates the possibility of general practitioners attempting to do dangerous obstetrics. This is doubtful and the achievement of further knowledge and experience in the post-graduate period must always be of benefit. Such experience must be fitted in without unduly lengthening the period of pre-registration training or, alternatively, penalizing the young doctor anxious to enter general practice.
PARTNERSHIP IN GENERAL P;RACTICE. Until 1956 I was in single-handed practice but through the good relations of practitioner colleagues rarely performed the heroics so often necessary in the past. Before National Health Service days it was the custom to give an;sthetics for a friend and often without a fee. Today the same arrangement exists for home confinements (with a fee) but in the hospital anaesthetics are administered by one of the two anasthetists on the hospital staff. This is a great comfort to the doctor and I hope not too great a nuisance to the anesthetists whose skilled help is greatly appreciated.
In 1957 I was joined in partnership by Dr. Roy Mulligan. This arrangement has been most successful especially as regards obstetrics. My partner had the benefit of post-graduate experience in obstetrics in the Royal Maternity Hospital and obtained his Diploma and was therefore "midder-minded" when he joined me. Contrary to the usual custom in partnerships, we are both in attendance at our ante-natal clinic and see our maternity cases together on a set day at a special time clear of surgery house. This practice is by no means a waste of one man's time and has the advantage that the patient gets to know both equally well, and does not mind which is in attendance at the confinement. It ensures close cooperation and help to each other by exchanging opinions, and this method of joint action on maternity cases is strongly commended. blame for failure be accurately defined. In Larne the general practitioners have enjoyed friendly relations with these authorities and they have allowed one of their local health visitors to attend our ante-natal clinic for approximately one hour each week. We have found this personal association most agreeable and helpful and much appreciated bv the patients who have an opportunity of discussing, if necessary in another room, mothercaft problems. I believe the health visitors appreciate the contact they are making with practical ante-natal care-it is sad that they cannot be in attendance at the confinement. HOME CONFINEMENTS.
The low rate of home confinements in our practice has already been mentioned. Whatever the arguments, the Ministerial recommendations, and even the inducement of increased financial benefit, the fact remains that home confinements have diminished and continue to do so, averaging only 12 per cent. over the past three years (Table 1) .
No pressure is placed on patients to have a baby in hospital except to recommend the primipara, the dangerous multipara and the previously complicated case to book for hospital. Needless to say, should a case booked for confinement at home become complicated during the ante-natal period, e.g., pre-eclamptic tox:emia or abnormal presentation, everv effort is made to arrange a hospital confinement.
I still enjoy doing a home confinement, especially when it is safely over. The traditional aura is still present except perhaps that the average surroundings are now cleaner and more spacious. (Table 2) .
Stillbirths are of importance in any practice, especially if any of them could have been avoided. I would therefore like to comment briefly on them.
Case 1-possibly closer ante-natal care to exclude any degree of pre-eclamptic toxaemia.
Cases 2 and 3 were both multiparx-the first a diagnosed breech presentation which could not be turned in a well-attended ante-natal period. I did not anticipate trouble with this patient whom I had confined easily on a previous occasion. The delivery by breech of this 4 lb. 14 oz. premature baby was complicated by the presence of a 4-dilated os clamped tightly round the baby's head. Forcible extraction was necessary with the inevitable death of the baby. baby by the breech was held up by a i-dilated os around the head. Despite immediate chloroform an:sthesia, the os failed to relax. The baby died, due undoubtedly to forcible extraction necessary to deliver the head. This case occurred in the patient's home. The loss of these two babies was a blow to us, especially as one occurred soon after the other.
Case 4 was carefully attended in the ante-natal period. Accidental hamorrhage was dramaticallv sudden and intra-uterine death was immediate.
Case 5-ante-partum h-xmorrhage, pre-eclamptic toxamia, intra-uterine death at thirty-two weeks. Previous history of three miscarriages, two intra-uterine deaths, two live births. Here I think more frequent ante-natal examination than the routine might have detected the pre-eclamptic toxxmia earlier. This still-birth therefore has a possible avoidable cause despite her previous bad history.
Case 6 (twins). Intra-uterine death, thirty-seven weeks. Was not rested at thirty-two weeks of pregnancy, otherwise the pregnancy was normal at routine examinations in the ante-natal period.
We now keep a list of ante-natal cases showing when they should attend for examination. Failure to attend is followed by a visit from the Health Visitor or, if necessary, a visit from one of us. This should help to obviate the case of early pre-eclamptic toxoemia or breech which might be turned and, if version is not possible, arrangements made for hospital delivery.
I think it is therefore fair self-criticism to say that the stillbirths in this series might have been fewer if better ante-natal care had been exercised in the case of 3, 5 and possibly 6, the twin pregnancy. At the same time I ask myself: "Do I really get enough practice with breech presentations?" I am sure I do not. Table 3 shows the neo-natal mortality rates for the county and the series under review. Again it is important to know if there are present any avoidable factors in these deaths. Case 1 had pre-eclamptic toxaemia complicated by intra-partum infection. I noted at the time of delivery that there was an offensive "fishy" odour present which became worse when the baby was born-post-mortem on the baby was inconclusive, the actual cause of death being attributed to an irreversible anoxia. There is little doubt that intra-partum infection followed the artificial rupture of membranes. The most useful chapters are those on abdominal pain and on the assessment and disposal of cases of illness.
This book provides the information in a readable form, which an industrial medical officer might reasonably expect to be in the possession of an ambulance room attendant.
W.H. E.
